A 78-year-old Japanese woman with rheumatoid arthritis was admitted to our hospital due to fever. She had been prescribed prednisolone and bucillamine. Computed tomography revealed abscesses on extremities. M. intracellulare was cultured from her calcaneus osteomyelitis, and this result pointed to a disseminated mycobacterial infection. We drained the abscesses and found M. intracellulare. We started antimycobacterial agents, but the patient died finally. Disseminated mycobacterial infection is rare but critical, and the possibility of such an infection in an immunocompromised patient should be a prime consideration when choosing appropriate drugs and surgical approaches. 
| CASE REPORT
A 78-year-old woman was referred to our hospital due to fever. She had been hospitalized in another hospital for chronic osteomyelitis due to Mycobacterium intracellulare isolated one month before the referral.
She had a medical history of rheumatoid arthritis treated with prednisolone at 11.5 mg/d and bucillamine at 200 mg/d for 11 years, type 2 diabetes mellitus, and steroid-induced osteoporosis. Performing activities of daily living was difficult, and she required a wheelchair for moving. At the age of 71, a pressure bone fracture of 9th to 10th thoracic vertebrae had occurred. Laminectomy (9th to 10th thoracic vertebrae) and posterior spinal fusion (6th thoracic vertebrae to 1st lumbar vertebrae) were performed, and the surgical site infection (SSI) due to M. intracellulare was documented. Clarithromycin and rifampicin were prescribed for the SSI for unknown duration. In addition, 6 years after the SSI, M. intracellulare infection at the same site reappeared, and debridement and removal of the implantation were performed. In this surgical site, M. intracellulare was also documented. Nine months after the recurrence of SSI, new osteomyelitis was detected in her right heel, and M. intracellulare was cultured from a specimen of the heel lesion. One month after the emergence of the recurrence, she was febrile and referred to our hospital (levofloxacin and rifampicin were started 1 day before admission).
Her vital signs were as follows: blood pressure, 143/67 mm Hg; heart rate, 90 beats/min; respiratory rate, 32 breaths/min; body temperature, 36.8°C; and Glasgow Coma Scale, E4V5M6 (total 15/15). Upon physical examination, osteomyelitis was found in her right heel, and elastic soft masses were also found on her left leg.
The masses had no tenderness, local heat, or redness. Laboratory data revealed low levels of plasma protein (total protein: 4.63 g/dL;
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| DISCUSSION
Abscesses on extremities due to NTM, a rare manifestation, was confirmed in this case although a previous case had been reported.
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Sites that are frequently involved among disseminated NTM diseases include pulmonary, bone marrow, bones, liver, lymph nodes, and spleen. 3, 7 In this case, because there were distant lesions, the mycobacteria had spread hematogenously and formed abscesses.
The mortality rate of disseminated NTM infections among Japanese cases is approximately 30%. 6 We performed surgical intervention and started antimycobacterial drugs immediately, but the patient died. We are convinced there were three major reasons for our patient's death: 
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